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Division of Medlcaid Mew; Date:

State of Mississippi Revised: X Date: 330103
Provider Fulin! Manual Current: Eﬂg
Section: Hospital Inpatient Section: 25.08

Subject: Discharge Against Medical Advice (AMA) Cross Reference: Inpatient

Discharge Against Medical Advice {AMA) occurs when a beneficiary leaves a hospital against the advice
o cansent of a physician. Mississiopl Medicald will reimburge covered inpatient or outpatient hospltal
services rendered to the beneficlary even though the beneficiary leaves against medical advice.
Rai SEME il be made ENSier poficy outlined in Sectio 7.
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State of Mississippi Revised: X Date: 1104403
Frovider Pnng Manual Current: Qﬁﬂ
Section: Hospital Inpatient Sectiom: 25.04

Pages: 1
Subject: Anclilary Services Croes Reference: Inpatient

Medically necessary ancillary services that are routinely furmished according to medically accepted
slandards of practice o inpatients by the hospital or by others under arangements made by the hospital

and i accardance with and subject 1o exclusions of Ihis manual are covered services. Relmbyrsement
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Division of Medicaid Hew: = Date: 340404
Stale of Mississippi Revised: X Date: 01/01/07
Provider Fullg Manual Current: . ]
Section: Hospital Inpatient Seclion: 2508

FPages: 1
Subject: rlionale Share Hos DS Cross Referenca:

Ihe Mississippi Medicaid State Plan defines the Disproportionate Share Hospital (DSH) program and the
qualdications for participation in lhEIDSHPI'ﬂﬂ'HTI woHE s Rec-and-oparaled boppitale Hhe PEE T LR
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Division of Medicaid Mewr: Date:
State of Mississippl Revised: X Date: 14j04/01
Frovidar Pﬂ Manual M ——_mmg
Section: Hospital Inpatient Sectlon: 25.06

Paras: 1
BuhE!: HEHH Enﬂhllm far Plj_uih.:hn Services Cross Heferance:

Physicians emploved by or contracted with the hospital may not bl individually for services rendared fo
Medicaid beneficiaries. The nospital must bill for services provided by physicians employed by or
contracted with the hospital (ex: hospitalists, lab directors, etc.). These services must be billed on the
HERAEQ0 | claim (i, -1 with the physician’s individual Medicaid
provider number as the servicing provider and the hospital's Medicaid provider number as the billing
provider, This includes services provided in the emergency room by physicians amployed on a full-time or
pari-time basis by the hospital and other physicians employed by or with a contractual arrangement with
the hospital.

A hospital that accepts & Medicaid beneficiary for treatment accepls the responsitility for making sure
hat the beneficiary receives all medically necessary services that are covered by Medicaid. The
conditions of paricipation that govern hospitals providing care fo Medicare and Medicaid beneficiaries
require that the goveming bady of the hospital assures accountability of the medical stafl for the quality of
care provided fo bensficiaries. Accordingly, if a panicular Physician with whom the hospital confracts
doas not accept Medicaid, the hospital has the responsibility of assuring the delivery of these medically
Nacessary sanices 1o a Medicaio beneficiary,
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Division of Medicaid
State of Missigsippi Date: $0404/06
Provider @ Manuwual Current: ggg]ﬂ
Sectlon: Hoepital Inpatient Section: 25.08
Pageas: 2
Subject: Newborn Child Eligibllity Croes Aeferance;
information 3.02

beneficiary and before the mother is discharged from the birthing facility, hospitals must complete the
Request for Newborn Heatth Benefits Identification Number form. This form authorizes the haspital to
felease information 1o the Division of Medicaid (DOM). The completed form showd be faxed to the
appropriate Medicaid Regional Office that sarves the county where the mother and baby will reside. The
Medicaid Regional Office will process the nawbom information and assign a permanent Medicald o
number within 7-10 days of receipt and fax the form back to the birthing facility inftlating the form.

NOTE: Newbomns adopted af birh are not automatically entitled 1o the one-year eligibility perlod. An
application for the newbem mus! be flled with the appraprizte cenifying agency.

A hospital can verify eligibllity through the AVRS fine at 1-B00-884-3222 for any Medicaid beneficiary

wbhorn Who Is Not dicaid-eligible at t Time of Birth

Eligibility is established by submitting an application to the dAppropriste  Medicaid Regional Office,
Application forms are available at some ks, federally qualified health cenlers, health departmants,
and other provider offices as well as Medicaid regional offices. |f eligibility criteria are met and there are
unpaid bills, aligibility may be established for A% much as three months prior to the date of application ag
described in Section 3.09 in this manual,
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REQUEST FOR NEWBORN HEALTH BENEFITS IDENTIFICATION NUMBER

{Please print or type)
Regional Medicaid Office Hospital
Fax Mumber Fax Mumber N

I. RELEASE OF INFORMATION - TO BE COMPLETED BY PARENT

I. : -, hereby authorize
iMama of Parent) {Mame ol Hosgitaly

1o release to the Mississippl Division of Medicaid information regarding my newbom child,

. for purposes of enrolling my child in Medicaid or the

(Marme of Child As It Appears on Bidh Cerlificate)
Children’s Health Insurance Frogram (CHIP).

Signature of Parant c _Date.

H. IDENTIFYING INFORMATION — TQ BE COMPLETED BY HOSPITAL

Mewbom's Date of Birth o Sex Race
I Single Birth

U Multiple Births How many?

Marme and Addrass of WMother

Counly of Residence

Were parental rights terminated? —_— Mo Yes

Hospital represantative fumnishing Information i
Telephone number __ Date %

ill. HEALTH BENEFITS INFORMATION — TO BE COMFLETED BY MEDICAID REGIONAL OFFICE

Mewborn Is eligible for o Madicaid U Children's Heatth Insurance
Health Benefits ID# _ Effective Date
DO Worker Date

Revised 11/07/2006
Division of Medicald State of Mississippi 230 N. Lamar St. Suite 501 dackson, MS 39201-1311  1-800-421-2408
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Division of Medicald M- Datea:

st:-h of Mississippi Ravised: X Date: 3304/03

Provider Pulg Manual Current: ;ﬂﬂ!ﬂ

Section: Hosphal Inpatient Yection: Eiiﬁ

Subject: Maternity Epidurals Cross Reference: Gonditions of
Participation 4.01

A matemity epidural is a covered procedure under Mississippl Medicaid for all pragnant Medicaid
beneficiaries. Al pregnant Medicaid beneficiaries must have access to this anesthesia senvice.
Migsissippi Medicaid considers maternity epidurals as g medically necessary service for treastment of

labor pain. A maternity epidural Is not considered an dmm pﬂ:n-u::admu_L Beimbursemenl jor

Physician Responsibilities

A physician who is participating in the Mississippl Medicaid program must take all reasonable measures
to ensure that matemity patients are nstructed and offerad an epidural as an avallable and covered
sarvice under Mississippi Medicaid as part of the patient’s prenatal counseling. The patient’s options for
pain relief medication during childbirth must be explained to her i she requests an epidural, she should
be instructed that this is a covered sarvice under the Mississippi Medicaid program. Beneficiary problems
with access to epidurals should be reported to the Program Inegrity Unit hotline number at 1-800-880-
58920 or 601-987-3062.

Anestheslologist and CRNA 5 ibilities

Anesthesiologiste/CRMNAS may not refuse to provide a matemity epidural 1o a Medicaid beneficiary axcept
when medically contraindicated. An anesthesiologist'CANA who s participating in the Mississippi
Medicaid program must make available and ofter maternity epidural services to pregnant Medicaid
beneliciaries and cannot reguire a pregnan! Medicaid beneficiary to pay for an epdural. Hed/She must
accapt the Medicaid payment as payment in full and cannot require a co-payment for hisfher servicas.
Under federal Medicaid law, ded uctions, cost sharing, or simllar charges are not permitted for Medicaid
samvices fumished 1o pregnant women. Thus, & participating providers demand for these additional
payments wauld be in violation of the law

The decision to have an epidural = to be decided belween the beneficiary and her
anesthesiologist/CANA in censuliation with the abstetrician. Mo means of cosrcion, dissuasion, or refusal
by an anesthesiclogist/CRNA 1o provide an epidural o a beneficiary in labor shall be wtillzed in
delermining this declsion,

H ital Responsibili

A hospital that accepts a pregnant Medicaid beneficlary for treatment accepts the responsibility for
making sure that the beneficlary has access 1o an apidural. i an anesthesiologist does not acceplt a
Medicald patient for treatrnent, the hospital has the responsibiliity of assuring the delivery of this service,
A pregnant beneficiary is entitled to receive the service from a provider who has accepled her as a patient
without the imposition of deductibles, cost sharing, or similar charges.

The conditions of particlpation that govemn hospitals providing care to Medicaid beneficiaries recuire thai
the governing body of the hospital assures accountability of the medical staf! for the quality of care
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provided to patients, There must ba an effective hospital-wide quality assurance program to evaluale the
provision of patient care, and all organized services related to patient care, including services furnished
by a contractor must be evaluated, and where deliciencies are identified, remeadial action must be taken
{42 CFR 482.12, 21 & 22).

As referenced in Sectlon 4.01, Conditions of Participation, of this manual: “The provider must
agree to accept as payment in full the amount paild by the Medicald program for all services
covered under the Medicaid program within the beneficiary’s service limits with the exception of
authorized deductibles, co-insurance, and Co-payments. All services covered under the Medicald
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Inpathant
Fage 2 of 2



Division of Medlcald New: Date:

State of Mississippi Revigad: X Date: -1304/01
Provider Pulﬂ:! Manual Current: —010107
Sectlon: Hospital Inpatient Sectlon: 25.10

1
Subject: Take Home Drugs, Supplies, and Equipment Cross Reference: implantable
Programmable Baclofen Pumps
25.20
Inpatient Prospective Pavmend

Drugs

B e _inpatient prospective &) ﬂ-u-u describad in i
hnma druqs are NOT cwa.—ad A beneficlary ma].r upon discharge from the hnsprtal take home
remaining amounts of drugs that have been supplied for him/Mer either on prescription or doctor's order, i
continued adminisiration is necessary, since they already would have been charged to his/her account by
the hospital,

Supplies

I la um

Refer to Section 25.20, Implantable Programmabia Baclofen Pumps, in this manual

(e Jl‘;" pective pavment method das :
2 snlely outside the hospital is MOT covered,

Provider Policy Manual Hospital Sectlon: 25.10



Division of Medicald New: Date:

State of Mississippl Reviged: X Date: 070104
Section: Hospltal Inpatient Sectlon: 25.11
Pages:

2
Subject: Transplants Croes Reference: Transplants

28.01-28.18

Mississippi Medicaid benefils are provided for the following transplants if the facility obtains pricr approval
ard satisflies all criteria:

PROCEDURE COVERED PA
REQUIRED

Cornea Yes Mo
Heart Yes Yes
Heart/Lung Yes Yes
Kidney * Yes Mo
Liver Yes Yes
Lung - Single Yes Yes
Lung - Bilateral Yes Yes
Marrow or Peripheral Hematopoletic Yes Yes
Stem Cell: Aulclogous, Syngeneic, or

Allogeneic

Fancreas Mo Mo
Small Bowel Yes Yes

A kidney transplant done in conjunction with pancreas will be reimbursed &5 a kidney
transplant anly.

Requests lor prior approval should be sent o DOM's
Mansgement and Quality Improveme ' Physicians are urged to submi their
requests as soon as it is determined that the p.Et‘rﬂaﬂl rna;r be a pmarrtm{ candidate for transplant.

All ransplant benefits are contingent upan;
1. The beneficiary's continued eligibility for Misslssippl Medicald:
2. The beneficiary's application for the transplant being approved by DOM'=-PRO-UIM/QIO:
3. All inpatient days being cerified by DOM's-RRO LIMAQIO:
4 Al conditions of third party liability procedures being satisfied:
& Al providers uf services ::J-rnple'rhg requirements for panicipation in the Mi_aslss.i_ppl Medicaid

PrOGram:
Breqpas:

Frovider Policy Manual Haspital Inpatient Section: 25.11
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Bppropriate revanue code;

The transplant facility providing appropriate medical records, progress or outcome reports gs
requested by DOM, the RRG- UMQIO or the flscal agent: and

The transplant procedure being performed at the requesting laciity.

All terms of the Mississippi Medicald program, including timely filing requirements, are applicable.

Approval will not be givers for:

L ]

Transplant procedures for which medical necessity has not bean proven:
Transplant procedures which are still invastigative, expenmental, or stifl in clinical rial;

Transplant procedures performed in a facility not goproved by DO,

Provider Policy Manual Hospital Inpatient Section: 25.11
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Divislon of Medicald MNew: Date-

State of Mississippi Revised: X Date: 310401
Provider Foun! Manual Current: gﬂg
Section: Hospital Inpatient Baction: 25.12

Pages: 1
Subject: Transportation of Patients Cross Reference: Ambulance

8.03 and-8.04 and NET-12.04-12.17

=__——=_—=!=ﬂ===t‘:

Refer to Ambulance, Sections £.03 and 8.04, and ”EMMWFM
1 cy Transportati

on, section 120, of he Medicaig nolicy manies

Nursing Facilit sidents

i & nursing facility resident is transferred from a nursing tacility to & hospital, remains hospitallzed for
longer than fifteen (15) days, and is discharged from the nursing facility, iransportation for these resldents
should be arranged by the hospital.

If there has not been a final discharge from the nursing facllity and the rasident had a hospital stay of less
than fifleen (15} days, transportation back to the nursing facility must be arranged by the nursing tacility
staff.
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Divislon of Medicaid Mew:
Slate of

4 Date:
w Revised: X Date: 34/04/0¢

Frovider Fgg Manual Current: {107
Section: Hospital inpatient Section: 25.13

Pages: 1
Subject: Change of Ownership Cross Change of

Ow 4

Refer lo Section 4.03, Change of Ownership, in WMMMM
Provider Policy Marual Hospital Section: 25.13
Inpatient
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Division of Medicaid New: Darte:

State of Mississippi Revised: X Date: 434/04/0%
Provider Fallg Manual Current: ;ﬂgﬁ
Section: Hospltal Inpatient gﬂ:ﬂﬂn 25.15

ages: 2
Subject: Documentation Requirements Cross Reference: Maintenance of
Records 7.03

All professional and institutional providers participating in the Medicaid program are required o maintain
recards that will disclose services rendered ang billed under the program and, upon request, make such
records avallable to representatives of DOM or the Uffice of the Attorney General in Substanliation of any
or all claims. These records should be retained a minimum of five (5) vears in order to compiy with all
slate and federal reguiations and laws.

In order for DOM to fulfill its obligations 1o verify senvices rendered 1o Medicaid beneficiaries and paid for
by Medicaid. the hospial must mainfain legible and auditable records that will subslantiate the claim
submitied to Medicaid. At & minimum. the records must contain the folewing on each patient:

*  Date of service:

* A comprehensive history and physical assessmentirepon. including the patient's presenting
complaint:

* Diagnosis(es) to substantiate the hospitalization and a|l reatments/procedures rendered during
the hospitalization:

*  The specific namestype of all diagnostic studies (x-ray, lab, etc.) and the medics| indication and
resultefinding of the studies:

*  Documentation and consult repors to substantiate treatment/procedures rendered, the patient's
response to the treatment/procedure, and the signature or initials of the approprigte heallh care
worker providing the treatm ent/procedure {physician, nurse, therapist, distitian, eic.);

* The name, strength, dosage, route (IM, IV, PO, lopical, enteral, intracatheter, atc.), date and tima,
Indication for, and the edministration of all medications administered to the patient:

*  Discharge planning and instructions. including the signature or initials of the health care worker
performing the instruction, the namae of the person being instructed, date. and time of instrisction;
whether the insiructions are given in writing, verbally, by telephone or other maans: and how
much instruction was comprehended by the benaficiary, including level of proficiency on retum
demanstration when a procedure is being taught:

= Discharge orders for medications, treatmentsiprocedures, etc., that indicate whether the
orders/prescriptions are ssued in wriling, verbally, or by telephone, and to whom the orders are
issued;

*  Signed physician orders for all medications, treatments, and procedures rendered 1o the patient,
DOM requires that all ¥-ray images (films, digital images, ete.) be accessible at all times for
review. In addition, DOM requires that the films or images be of such quality that they can be
clearly imerpreted,

Providers must maintain proper and complete documentation 1o verify the services provided, The
provider has full responsibility for maintaining documentation 1o justity ihe services provided.

Provider Policy Manual Hospital Sectlon: 25,15
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DOM, the PRG- UMIQIO, andfor the fiscal agent have the authrity to request any patient records al any
time fo conduct a random sampling review and'or documentatics of any services billed by the provider,

It & providers records do not substaniiale services paid for under the Mississippi Medicaid program, as
previously noted, the provider will be asked 1o refund 1o the Idississippi Medicaid program any money
recefved from the program for such non-substantiated services. I a refund is nat received within 30 days,
a sum equal o the amoun! paid for such services may be deducted from any future payments thal are
deemed fo be due the provider, unless cther arrangements are: made and approved by DOM.

Any hospital provider whe knowingly or willfully makes, or causes 1o be made, false statement or
representation of a malerial fact in any application for Medicaid benefite or Medicaid payments
may be prosecuted under federal and state criminal laws. A false attestation can result in civil
monetary penalties as well as fines, and may automatically disqualify the hospital provider as a
provider of Medicaid services.

Provider Policy Manual Hospltal Section: 25.15
Inpatient
Page 2 of 2



%%
Diviglon of Medlcald Mew: Date:
State of Mississippi Revisnd: X Date: 13/04/0%
Provider FE Manual Curren.: ———QEE
Section: Hospital Inpatient Sectlon: 25.16

Pages: 1
Subject: Therapy Cross Reference: Inpatient

inclede services not a listed as covered inpalent services,
Inpatient services rendered by & psychelogist or a therapist who is empioyved by the hospital and whose
services are normally included In the billing of the hospitzl are covered on a ressonabie basis in he same
manner as the sarvices of ather non-physician hospital employeas.
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Division of Medicaid

Mew: Date:
State of Misslssippi Revised: X Date: /0101
Frovider Fn&:! Manual Current: — 010107
===%
Section: HospHal Inpatient Sectlon:  25.17
Papes: 1
Subject: Out of State Faclittlas Cross Referance: Inpatient

Frovider Palicy Manual Hoapital

Inpatient
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Division of Medicald New: D=ste:

State of Mississippi Revised: X Date: 410401
Provider Pﬂlﬂ Manual Current: : glﬂ
Section: Hospital Inpatient Sectlon: 25.19

Pages: 1
8 : Hon-Covered Procadures Crogs Reference;

In keeping with the Mississippl Medicaid policy for not providing reimbursement for services that are non-
covered, any non-covered procedure performed in an inpatient or outpatient setting will result in this
portion, or possibly the entire claim being disallowed. Certification of & procedure by the RRG UMOIQ
for Mississippl Medicaid doss not guarantes payment of the amount of payment for Medicaid services,
Eligibility for and payment of Medicaid services are slbject to all terms and conditions and limitations of
the Medieaid program.

Provider Policy Manual Hospital Section: 25.18
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Diviston of Medicald Mew: - Dwate: 33004/
State of Mississipp| Revised: X Date:  01/01/07
Provider Pnlg Manual Current:

Section: Hospltal Inpatient Secllon: 2520

] 1 anlable Pr mable Baclofen P Cross Refarence:

an inpatie - zidle th
[ 1 pr i Hospitals must submit a r clgim with
& copy of the involce and product description that validates that It s an implantable pump and an
attachment that verifies the cost of the pump to the hospltal. Hospitals must remove ihe cost of these
pumps from the cost report fliled with Medicaid. Reim bursemenit is mited to $10,000 per state fiscal WEar
{July 1- June 30) per Medicaid beneficiary. Claims submitted for beneficiaries who have exhausted their
Inpatient benefit limit or for non-certified days will be denied,

Provider Policy Manual Hospital Section: 25.20
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Geriatric Psychiatric Unit

Missizsippi Medicald does not cover senvices provided in a geropeyehiatric Qenatric psvehiafric (Gerj-
psychi unit of a hospital.

Inpatient Psychiatric Services

DOM covers inpatient acute paychiatric services in acute freestanding psychiatric facilities and in a
psychiairic unit of a medical-surgical lacility. Limitations apply to these services and are outlined below
by tacility type:
Acute Freestanding Psychiatric Facility
* The services are available for children up to ame 21
= The service must be medically nacessary. as determined by the REQ-UM/QIO
Psychiatric Unit at a Medical Surgical Facllity
* The senices are available to children or adults

* The service must be medically necessary, as determined by the FRE-UMIQID

= Services are applied to the limit of thirty {30} inpatient hospilal days per fiseal year
{servicas for children may be extended i medically necessary. as determined by the PRO

UMOIO)

Provider Policy Manual Hospital Section: 25.24
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Division of Medicaid Maw: Date:

State of Mississippl Revised: X Date: 08/04/06
Provider Pnlg Marual Curvent: ﬂg
Section: Hosphal Inpatient Ssction: 2525

Pages: 2
Subject: Prior Authorization of Inpatient Cross Reference: Uillzation Quality
Hospltal Services improvement Organization Information

Frior Authorization and Beneficiary Eligibility
= As a condition for reimbursement, DOM requires thal allinpationthaspial BEFHEEHORE-FaGHES

PFies Sl HLE U5 Qrior authorizstion fo At se 55 JS 1 2
thig seclion. Faillure to obtaln the prior autherization will result in denial of payment to all
providers billing lor services, including the hospital and the attending physician.

= When & beneliciary has third pary insurance and Medicaid, prior authorization muest be
oblained from Medicaid.

*  Prior authorizations are pot required far Medicaid beneficiares who are alse covered by both
Medicare Part A & B unless inpatient Medicare benefits are exhausted. Prior authorizations
are required for Medicaid beneficiaries who are also covered by Medicare Fart A only or
Medicare Pan B only.
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Diviglen of Medicald Mewr: Date:
State of Mississippi Revised: X Date: 14/03401
;&
Section: Hospital Inpatient Section: 2526
Pages: 1
Subject: Spih Billing Cross Reference: 23 Hour

Obsarvation Services 26.14
%
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Division of Medicald

Mew: Date:
State of Mississipp|

Revised: X Date: -08/01/0¢
Provider Fnlg Manual Current: ﬂg
Section: Hoepital Inpatient Section: 2527

Pages; -4
Subject:-inpatisnt-Rer-Dism-Rates

Provider Policy Manual Hospital Inpatient
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{Effective January 1. discharging / transferring I Medicai ital
hospitglized lggs thap the services as cerdified by the
national average length of LD,
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Division of Medicald Mew: Date:
State of Mississippi Revised: X Date: 140403
Provider m Manual Current: ;;!QJ_E
Saection: HospHtal Inpathent Secflon: 2528

Pages: 2

Su : Cost Cross Referance:

Each hospital parfticipating in the Mississippi Medicaid Hospital Program will submi a Uniform Coet
Repor o DOM, The year-end adopted for he PUrpose of this program shall be the Eame as for Title
XVl (Medicara). Any devi 5 10 the reporting vear such as 5 Medicare approved change in fiscal year
ﬂﬂﬂﬁhmfdhaﬂubmiﬁﬂdlﬂDDMm '-H'rihng B FHEFE-{Rasa-E—o FREEGE-In-1ba ficag —p IR ETS Lo
niTrReeA-cotk-reparbwill be-yeod fo-deta eepbetivarate. Al other filing requirements shall

be the e thase for Thle XVIl unless specifically ouflined in the Hospital State Plan,

grant exiensions for cost repons, excapledanciong unless aranted by Medicare, bevond the five (5)
months given to complete the cost rapart.

Cost reports that are elther postmarked or hand delivered afier the due date will ba assessed a penalty in
Ihe amount of $50.00 per day the cost report is definquent.

A hospital that doss not file a cost report within six (6) calendar months after the close of its reparting
period may be subject to cancellation of its Provider Agreement at the discretion of DOM.

as required by the Hospital State Plan for determination of allowable costs. The cost Fepoi must be
prepared § uging the methods of reimbursement and cost findings in accordance with
Title XVl (Medicare) Frinciplas of Reimbursement, excepl where (urther interpreted by the Provider
Reimbursement Manial, Saction 24.14 or as modified by the State Plan.

For cost reports submitted by the due date. ten {10) working days from the date of the Provider's receipt
of the request for additional information will be allowed for the provider to submit the additional
information. I there is no Fespanse to the request, an additiona five (5) working days will be allowed for
submission of the requested information. i

For cost reports submitled after the due date, five (5) working days from the date of the Provider's receipt
of the request for additional iformation will be allowed for the provider to submit the additional
nfarmation. If there g no response 1o the request, an additiona five (5) working days will be allowed for
submission of the requested information, i j
e aien-al-a-aterdate.

Cost reports that are mcomplete will be subject to the penalty provisions for selinquent cost repors until
the required additional information |s submitted. Al cost reporls must be filed using the Bppropriate
Medicare/Medicaig lorms and instructions. The cost reports and the related information should be mailed

o
Division of Medicaid
Atln: Bureau of Reimbursemant
Provider Policy Manya) Hospital Sectlon: 252

Inpatient
Page 1 of 1



®  The initial screen should be conducted during the same nespital admission as the infant's birth,

= I the infant fails the second screen, a third screen should be scheduled in & setting other than
inpatient hospital,

* I ihe infant fails the third screan, the infant should be ralermad to a physician or audialogist for
diagnostic testing.

Hearing screens are a covered service for all Medicaid eligible infants, Mo prior authorizetion is raguired,
Billing R rements for

Inpatient Hosphtal - Hearing screens performesd durring the same hospital admission as the infant's birth
must be billed on the HE8 alaim-larm institutional glaim (8.9, UB-82 LJB-0M, X12MN 8371) using revenus
code 470, Reimbursemant s included m—iha-hﬂﬁgﬂ,ﬂs-pmanmm-m Eﬂhlﬂ.ﬂ]ﬂ_wﬁg

2 e | i BClive D nethod desoribe BT =7

1B payvinent method desoribed i 25 2T

=M

Outpatient Hospital - Hearing screens pedormead after discharge in the cutpatient depariment of a
Nospital must be billed an the BRI alaim-fom I_I'ﬁjummm Uging revenue code 470. The hospital
receives an autpatient reimburaement rate.

Non-Hospital Based Providers - Hearing screens perlormed in the office of & physician or audiologist

must be billed on the SME-1500 professional claim fomm [2.0.. CMS-1500 or X12N B37P) using HCPCS
VBO00B. Physicians and audiclogists receive fes for servics reimbursemant,

Billing Requir is for Diagnostic Testin

Infants failing three (3} hearing screens should be referred fo a physician or audicloglst for in-depth
diagnostic lesting,

Inpatient/Outpatient Hespital - Diagnostic testing perdormed in the hospital (inpatient of cutpatient) must
be billed on the UBge inpatient claim feem using revenue code 471. Reimbursement for inpatiant
sevices is included in the hospitals Perdiantaie E rale. Relmbursement for
outpatient services ls mada according to the hospitals outpatient reimbursement rate.

Provider Policy Manual Hospital Inpatient Section: 26,32
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Non-Hospital Based Providers - Diagnostic testing performed in the office of a physiclan or audiologist
must be billed on the CMS-1500 claim form using the appropriate code(s). Physiclans and audiologists
receive fee for service reimbursament.

Documentation

In order for DOM to fulfill its obligation to verify services rendered o Medicaid beneficiaries and paid for
by Medicald, the provider must maintgin legible and audilable records that will substantiate the ciaim
submitted 1o Medicaid. At a minimum, medical record documentation must contain the following on each
beneficiary:

*  Dale(s) of service;

= Demographic information (Example: name, Medicaid number, date of birth, etc.);

*  Reason for testing (i.e., universal or hearing loss risk factors):

*  Interpredation/Results of testing;

*  Recommendations:

*  Follow-up, if applicable;

*  Parent's or guardian's refusal of services, if applicable: AND

*  Provider's signature or Initials,
Records must be maintained a minimum of five (5) years to comply wilh ail state and federal reguiations
and laws, DOM, the UMIQID, andior the fiscal agent have the authority 1o request patient records at any
time to conduct a random review andlor documentation of services billed by the provider.

B to Saction 7.0. eral Policy for iti | d ian infarmation.
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EOUNTY EHONEFAX

ATTALA {6623-385.4981

BENTOR (862)-224-6245

EABT-BOLVAR (862)-843-8334

CARROIL 662}-484-5061

CHOGTAW (66230865260

— el

Glaty {662}-464-3843
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COUMNTY EHONE/FAX

HACKSON 228} JED-3275

HASRER 1801 764-2154

CAFANETTE m
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LeakE £604)-267-3242

LE=E {662-844-5080
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COUNTY BHONB/FAK
SMITH {604}-782-4506
ETOMNE +804)-828-1006
FALLAHATCHIE fﬁﬁﬂ-}uﬁﬁisn
FATE 1662}-662-4478
HERAM {662)-837-pa07

FAY: 827 3192
e P a5 o
e Fax. 2041008
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— P oabos0s
WEBSTER £662-268-4774
VULKINSON (68+)-888-431+
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FALCBLSHA
FAXi 4735027
¥AZEO {662)-745 5an1
AN 7482444

Section 25.33 is RESERVED FOR FUTURE USE.

Provider Policy Manual Hospital Sectlon: 26.33
Inpatient
Page B of 6



